We thank Dr Welten's group for sharing the Heerlen experience as a response to our recent article on a policy of routinely abandoning pre-emptive embolisation of the internal iliac artery (IIA). We have read with interest the results of their attempt to distillate the effect of non-coiling versus coiling in covering the IIA during endovascular aneurysm repair.
At first it seems that the Heerlen group advertises a message that is contradictive to ours. In the way the results are presented, one could only conclude that abandoning coiling causes harm to the patient. However, they find that the differences in outcome between the non-coiling and coiling groups, all in favour of coiling, are probably caused by the selection bias they encountered in their retrospective study. And we agree, as patients with ruptured abdominal aortic aneurysms and unsuccessful coiling attempts are certainly not comparable to elective patients with uncomplicated iliac anatomy. Especially not when it concerns mortality and risk for re-interventions.
We then get confused with their conclusion. Although they mention no occurrence of type 2 endoleaks following IIA coverage in their series, they conclude that the possibility for backflow in aneurysmatic common iliac arteries (CIAs) remains, and expect non-coiling to be preserved for patients with a non-aneurysmatic CIA. However, no such subgroups are mentioned in the results section.
In our opinion, there is no evidence available in literature which proves that abandoning IIA embolisation causes relevant type 2 endoleaks to occur. Our findings support this. Furthermore, we don't advocate the sacrifice of the IIA when adequate distal seal could be achieved while saving the IIA, which is most often the case in non-aneurysmatic CIAs. 
